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Abstract
Objective
Couples’ voluntary HIV counseling and testing (CVCT) significantly decreases HIV trans-
mission within couples, the largest risk group in sub-Saharan Africa, but it is not currently of-
fered in most HIV testing facilities. To roll out such an intervention, understanding locale-
specific knowledge barriers is critical. In this study, we measured knowledge of HIV serodis-
cordance, transmission, and prevention before and after receipt of CVCT services in
Durban.
Design
Pre- and post-CVCT knowledge surveys were administered to a selection of individuals
seeking CVCT services.
Methods
Changes in knowledge scores were assessed with McNemar Chi-square tests for balanced
data and generalized estimating equation methods for unbalanced data.
Results
The survey included 317 heterosexual black couples (634 individuals) who were primarily
Zulu (87%), unemployed (47%), and had at least a secondary level education (78%). 28%
of couples proved to be discordant. Only 30% of individuals thought serodiscordance be-
tween couples was possible pre‐CVCT compared to 95% post-CVCT. One-third thought
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there was at least one benefit of CVCT pre‐CVCT, increasing to 96% post‐CVCT. Overall,
there were positive changes in knowledge about HIV transmission and prevention. Howev-
er, many respondents thought all HIV positive mothers give birth to babies with AIDS (64%
pre-CVCT, 59% post-CVCT) and that male circumcision does not protect negative men
against HIV (70% pre-CVCT, 67% post-CVCT).
Conclusions
CVCT was well received and was followed by improvements in understanding of discor-
dance, the benefits of joint testing, and HIV transmission. Country-level health messaging
would benefit from targeting gaps in knowledge about serodiscordance, vertical transmis-
sion, and male circumcision.
Introduction
Poor knowledge of HIV serodiscordance, transmission, and prevention contribute to HIV
transmission risk. Knowledge in these domains is low in many sub-Saharan African countries
[1–4]. The World Health Organization and UNAIDS highlight that knowledge of HIV/AIDS
among women may be especially low [5]. In South Africa, HIV and AIDS knowledge has been
the focus of country-wide awareness media campaigns with mixed results [6, 7]. Despite the in-
creased coverage of these campaigns, knowledge of HIV/AIDS, especially regarding preven-
tion, remains poor [8]. Furthermore, poor knowledge in these domains contributes to low
prevalence of HIV testing. A population-based survey of men and women in South Africa
showed that knowledge of serodiscordance and knowledge of HIV risk behaviors positively
predicted HIV testing among HIV-negative persons, and knowledge of the family-level impact
of HIV predicted testing among HIV-positive persons [9].
Couples’ voluntary HIV counseling and testing (CVCT) significantly reduces HIV transmis-
sion in one of the highest risk groups in sub-Saharan Africa – discordant couples – and has
been shown to increase couple’s knowledge about HIV serodiscordance and prevention behav-
iors [10–19]. Given the high prevalence of HIV among those aged 15–59 (17.9%, 95%CI: 17.3–
18.4%) [20] and high prevalence of couple serodiscordance, estimated to be at 27.4% in one
study [21], CVCT could be a highly effective HIV prevention intervention in South Africa.
Though CVCT is an evidence-based, well studied intervention that has been shown to increase
knowledge and decrease HIV transmission between couples, it is not currently offered in most
testing facilities in South Africa. To roll out such an intervention, understanding the locale-spe-
cific knowledge barriers and ability of CVCT to improve knowledge is critical. In this study, we
sought to measure couples knowledge of HIV serodiscordance, transmission, and prevention
before and after receipt of CVCT services.
Methods
Participant recruitment
The Rwanda Zambia HIV Research Group (RZHRG) pilot tested weekend CVCT services in
five clinics in Durban, South Africa as described elsewhere (reference companion paper). Brief-
ly, in collaboration with the HIV Pathogenesis Programme (HPP) at the University of Kwa-
Zulu-Natal (UKZN), RZHRG provided support, training, and technical assistance for local
Durban counselors and community promoters to implement and pilot test the CVCT
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intervention from February to June of 2013. CVCT services consist of group pre-test counsel-
ing, rapid HIV testing, and joint post-test couple counseling. Client-level indicators (age, gen-
der, pregnancy status, antiretroviral treatment (ART) status, and HIV serostatus) are collected
for all couples as a component of routine CVCT service operation. RZHRG CVCT promotions,
recruitment [22–24], enrollment, retention [25], testing, and counseling [26, 27] procedures
have been described previously.
RZHRG counselor trainers selected participants using simple random sampling from a total
of 907 couples attending pilot CVCT services. The target for a cross-sectional survey was at
least 300 couples. Participants were consented as a couple and surveyed individually prior to
their joint participation in pre-test counseling. Following completion of the pre-test survey, the
couple continued through the normal CVCT process together. After receiving their HIV results
and completing post-test counseling, the couple was again separated and re-surveyed using the
original questionnaire to assess changes in knowledge of HIV transmission, serodiscordance,
and HIV prevention measures.
Survey measures
Survey measures included demographics as well as knowledge and beliefs about serodiscor-
dance and CVCT, HIV transmission, and HIV prevention. Demographic measures included
participant age, tribe, religion, occupation, education, years cohabiting, HIV testing history,
and history of serostatus disclosure. Client knowledge of the possibility of couple serodiscor-
dance (i.e., knowing that one partner in a couple can be HIV positive while the partner is
HIV negative) and perceptions of benefits or disadvantages of CVCT were also ascertained.
Participant knowledge of HIV transmission methods (e.g., sex and vertical transmission), mis-
conceptions about transmission (e.g., kissing, mosquito bites, coughing and sneezing), HIV
prevention methods (e.g., CVCT, female condoms, male circumcision, prevention of mother-
to-child transmission, ART), and misconceptions about prevention (e.g., existence of a vaccine,
use of Vaseline or oils with condoms) were assessed using true, false, or don’t know response
options.
Data analysis
Participant demographics were analyzed at the individual level with descriptive statistics
(means and standard deviations for continuous variables; counts and frequencies for categori-
cal variables). All variables were stratified by gender. Differences in demographics by gender
were evaluated with Chi-square (or Fisher’s exact) tests or t-tests as appropriate.
Participant knowledge scores about serodiscordance and CVCT, captured as categorical
variables, were tabulated with descriptive statistics (counts and frequencies) after grouping the
“don’t know” response option with the incorrect answer. These response distributions were
stratified as pre-CVCT or post-CVCT. Three survey questions pertaining to serodiscordance
and CVCT were asked of all participants (i.e., knowledge of serodiscordance, belief that there
are benefits to CVCT, and belief that there were disadvantages to CVCT). If a participant an-
swered that serodiscordance was possible, they were then asked about some likely explanations
for serodiscordance; similarly, if a participant answered that there were benefits or disadvan-
tages to CVCT, they were then asked about what some of those benefits or disadvantages
might be. Thus, these questions were asked conditional upon previous responses and were
therefore not balanced between pre- and post-test surveys. To analyze differences in pre- and
post-test responses for this unbalanced data, we modeled the response outcome as a function
of the pre- or post-test survey and controlling for the initial conditional question using general-
ized estimating equations (GEE) methods for repeated measures, adjusting for correlation and
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using the robust covariance. The GEE parameter estimate Z test p-value was compared with p-
values obtained from a correlated pre-post analysis (which incorrectly assumes our data is
missing at random) and chi-square tests (which incorrectly assume independence between
pre- and post-test observations).The interpretations of significant findings did not change re-
gardless of which analysis technique we used.
Participant knowledge scores about transmission and prevention methods and misconcep-
tions, captured as categorical variables, were tabulated with descriptive statistics (counts and
frequencies) after grouping the “don’t know” response option with the incorrect answer. Dif-
ferences in these pre- and post-test scores were quantified using McNemar’s chi-square tests.
We also explored changes in knowledge scores based on couple HIV serostatus that would
be of particular relevance (for example, did knowledge of serodiscordance increase among ser-
odiscordant couples? Did knowledge of vertical transmission increase among couples with
HIV+ pregnant women?). Finally, we explored whether there were differences in demographic
characteristics and serostatus distribution between the sample of CVCT clients who participat-
ed in the knowledge survey versus the larger source population of clients receiving CVCT ser-
vices during the pilot. All analyses were conducted with SAS v9.4 (Cary, NC) and all p-values
were two tailed.
Ethics statement
The study was approved by the Biomedical Research Ethics Committee of the University of
KwaZulu-Natal. An ethics committee-approved informed consent form was read to the couple
prior to CVCT. The couple was given an opportunity to ask questions, and the form signed by
both partners as an indication of voluntary agreement to participate in the knowledge and
perception survey.
Results
Demographics (Table 1)
The survey included 317 black South African couples (634 individuals) who were primarily of
Zulu tribe (87%), Christian (85%), unemployed (47%) or engaged in unskilled manual labor
(17%), and had at least a secondary level education (78%). Men were 31 and women were
29 years of age on average. Most participants were not cohabiting with their partner (69%),
62% of participants had previously tested for HIV and of those, 86% reported disclosure to
their sexual partner. Most couples (96%) had not participated in CVCT before and did not
know that a couple could receive CVCT services in Durban (65%). Women were significantly
younger on average (p<0.001), were more likely to be unemployed (55% versus 39%, p<0.001)
and Christian (90% versus 81%, P = 0.003), and were more likely to have ever tested for HIV
(66% versus 57%, p = 0.02) than men. Among those reporting previous HIV testing, women
had tested longer ago than men (24 months versus 20 months, p = 0.27).
Client knowledge and beliefs about serodiscordance and CVCT
(Table 2)
There was a low level of knowledge about the possibility of HIV serodiscordance: only 31%
thought this was possible pre‐CVCT compared to 95% post-CVCT (p<0.001). Knowledge
about possible reasons for discordance (concurrent or previous partners, the negative partner
being in the window period of seroconversion, use of condoms or abstinence) was high among
those 31% knowing discordance was possible pre-CVCT and significantly (p<0.001) increased
post-CVCT (95% of the sample answered those questions). One-third of participants thought
Knowledge of HIV among Couples in Durban
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Table 1. Demographics of clients participating in CVCT and completing pre- and post-CVCT surveys stratified by gender, Durban, South Africa,
2013.
Total Men Women p-value (2-tailed)
(N = 634 individuals) (N = 317) (N = 317)
N % N % N %
Age (mean, SD) 29.9 7.2 31.3 7.2 28.6 7.1 <0.0001
Tribe 0.83
English 2 0% 1 0% 1 0%
Siswati 1 0% 1 0% 0 0%
Sotho 7 1% 3 1% 4 1%
Xhosa 72 11% 34 11% 38 12%
Zulu 546 87% 277 88% 269 86%
Religion 0.003
Christian 535 85% 255 81% 280 90%
None 38 6% 29 9% 9 3%
Traditional 37 6% 23 7% 14 5%
Hindu, Muslim, Other 16 3% 9 3% 8 3%
Occupation <0.0001
Domestic worker 55 9% 12 4% 43 14%
Professional, Technical, Managerial 14 2% 9 3% 5 2%
Sales/Services 29 5% 18 6% 11 4%
Skilled Manual 59 9% 47 15% 12 4%
Unemployed 294 47% 123 39% 171 55%
Unskilled manual 107 17% 63 20% 44 14%
Voluntary work 68 11% 42 13% 26 8%
Highest level of education 0.50
None 18 3% 10 3% 8 3%
Primary 121 19% 61 19% 60 19%
Secondary 424 68% 207 66% 217 70%
Tertiary 63 10% 37 12% 26 8%
Years cohabiting 1.000
Not cohabiting 420 69% 210 69% 210 69%
2 years 102 17% 51 17% 51 17%
>2 years 90 15% 45 15% 45 15%
Have you ever tested for HIV 0.02
Yes 386 62% 181 57% 205 66%
No 239 38% 135 43% 104 34%
If ever tested, how many days ago? (mean, SD) 667.1 573.3 614.7 471.3 714.8 650.1 0.03
If ever tested, did you disclose your HIV status to your partner? 0.48
Yes 322 86% 158 88% 174 85%
No 52 14% 22 12% 30 15%
Have you and your partner ever tested for HIV together 0.60
Yes 17 4% 7 3% 10 5%
No 405 96% 194 97% 211 95%
Can a couple receive HIV counseling and testing together in Durban? 0.26
Yes 195 35% 92 33% 103 37%
No 360 65% 188 67% 172 63%
SD: standard deviation.
doi:10.1371/journal.pone.0124548.t001
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there was at least one benefit of CVCT pre‐CVCT; this increased to 96% post‐CVCT. Benefits
included facilitated disclosure, planning for the future and risk reduction, all of which were
cited by>98% after CVCT.
At baseline, 5% of all participants thought there were disadvantages to participating in
CVCT, and this did not decrease post-CVCT. However, the main disadvantage stated (fear of
relationship dissolution) decreased significantly pre- to post-service (54% pre-CVCT, which
fell to 30% post-CVCT, data not shown, p<0.05).
Table 2. Client knowledge and beliefs about serodiscordance and CVCT pre- and post-CVCT, Durban, South Africa, 2013.
Pre-test
responses
All post-
test
responses
p-value
(2-tailed)*
N % N %
When a couple undergoes CVCT, can their HIV results be different (knowledge of discordance)?
Yes 193 31% 578 95% <.001
No 430 69% 32 5%
If discordance is possible, what are the likely explanations?
HIV+ partner could have gotten HIV from another source and has not transmitted to the negative
partner
Prompted/Spontaneous 148 95% 563 99% 0.01
No 7 5% 7 1%
HIV negative partner could be in the window period
Prompted/Spontaneous 148 89% 567 99% <.001
No 18 11% 6 1%
The couple has been using condoms
Prompted/Spontaneous 151 93% 568 98% <.001
No 11 7% 9 2%
The couple has been abstaining
Prompted/Spontaneous 140 87% 543 96% <.001
No 21 13% 20 4%
Are there any beneﬁts to CVCT?
Yes 206 33% 585 96% <.001
No 411 67% 24 4%
If yes there are beneﬁts, what are some beneﬁts?
Individuals are not burdened with disclosing their HIV status to their partner
Prompted/Spontaneous 175 96% 570 99% <.01
No 8 4% 6 1%
The couple can plan for their future together
Prompted/Spontaneous 182 94% 574 99% <.01
No 11 6% 7 1%
Counseling facilitates mutual cooperation for risk reduction
Prompted/Spontaneous 177 93% 572 98% <.01
No 13 7% 9 2%
Are there any disadvantages of undergoing CVCT?
Yes 28 5% 28 5% 1.00
No 583 95% 583 95%
*GEE parameter estimate Z test p-value.
doi:10.1371/journal.pone.0124548.t002
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Client knowledge and beliefs about HIV transmission (Table 3)
Client knowledge scores related to sexual HIV transmission were generally high pre-CVCT.
Most improved significantly (p<0.01) pre- to post-test. Some exceptions included the propor-
tion who believed that a woman could not get HIV if she had sex during her period (39% pre-
CVCT) which improved somewhat though persisted in a substantial minority after CVCT
(30% post-CVCT). Similarly, many people thought and continued to think that all HIV posi-
tive mothers give birth to babies with AIDS (64% pre-CVCT and 59% post-CVCT). The pro-
portion of respondents who believed that a person could get HIV by deep kissing a partner
with HIV remained stable at 31%-32%. Misconceptions about casual transmission (sharing a
tub, mosquito bites, coughing/sneezing) were uncommon pre-CVCT and were further reduced
after CVCT.
Client knowledge and beliefs about HIV prevention (Table 3)
Knowledge with regards to HIV prevention increased pre- to post-CVCT, though these in-
creases were not always statistically significant. Pre- and post-CVCT, most people thought that
testing with one’s partner helps reduce HIV transmission (94% and 95%, respectively). The
proportion of people who knew that medicine can be provided to prevent perinatal transmis-
sion and that female condoms can prevent HIV were high pre-CVCT (90–93%) and both
increased significantly post-CVCT (94–96%). However, many people thought that male cir-
cumcision does not protect HIV negative men against HIV (70% pre-CVCT and 67% post-
CVCT), that use of HIV medication in an infected person does not reduce chances of transmis-
sion (39% pre-CVCT and 36% post-CVCT), that there is a vaccine that can prevent adults
from getting HIV (40% pre-CVCT and 36% post-CVCT), and that use of Vaseline or baby oil
with condoms lowers the chance of getting HIV (28% pre-CVCT and 16% post-CVCT).
Serostatus-specific differences in knowledge scores (data not shown)
Among the n = 88 HIV discordant couples, 80% of both men and women did not think that
serodiscordance was possible pre-CVCT. 3% of both men and women still did not think that a
couples’ HIV test results can be different at post-test (i.e., after receiving their own discordant
test results). Among the n = 15 couples with HIV+ pregnant women, knowledge that HIV
infected women do not always have babies born with HIV did not change significantly pre-
CVCT (22%) to post-CVCT (25%).
Comparison of the knowledge survey sample and all couples tested
The subset of CVCT clients who were randomly selected and who participated in the knowl-
edge survey are similar to the source population of all couples receiving CVCT on demograph-
ics (age, cohabitation status, previous HIV testing, and serostatus distribution). Couples
answering the knowledge survey were not significantly more likely to have been previously test-
ed individually (66%) versus couples from the source population (63%).
Discussion
In this group of couples who sought CVCT services, the majority of whom had not been
previously tested and counseled together, CVCT resulted in improved knowledge about the
possibility of discordant results, the benefits of CVCT, and mechanisms of transmission and
prevention. Knowledge gaps remained in areas that were not a specific focus of CVCT, includ-
ing prevention of mother-to-child transmission and male circumcision.
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Table 3. Client knowledge and beliefs about HIV transmission and prevention pre- and post-CVCT, Durban, South Africa, 2013.
Pre-test
responses
Post-test
responses
McNemar's chi-square p-value
(2-tailed)
N % N %
Knowledge and beliefs about HIV transmission
Having sex with more than one partner can increase a person’s chance of being infected with HIV <.001
True 583 95% 604 99%
Don't know/False 28 5% 7 1%
A woman CANNOT get HIV if she has sex during her period <.0001
False 374 61% 429 70%
Don't know/True 240 39% 185 30%
All pregnant women infected with HIV will have babies born with AIDS 0.001
False 222 36% 255 41%
Don't know/True 393 64% 360 59%
People are likely to get HIV by deep kissing if their partner has HIV 0.140
False 201 32% 189 31%
Don't know/True 418 68% 430 69%
A person can get HIV by sitting in a hot tub or a swimming pool with another person who has HIV <.0001
False 551 89% 594 96%
Don't know/True 68 11% 25 4%
HIV can be transmitted by a mosquito bite <.0001
False 511 83% 580 94%
Don't know/True 106 17% 37 6%
Coughing and sneezing DO NOT spread HIV <.0001
True 520 84% 573 93%
Don't know/False 99 16% 46 7%
Knowledge and beliefs about HIV prevention
Testing for HIV with one’s sex partner helps to reduce HIV transmission 0.30
True 575 94% 582 95%
Don't know/False 38 6% 31 5%
HIV medicine provided to an HIV pregnant woman can reduce the chances of HIV transmission to
her baby
0.01
True 573 93% 592 96%
Don't know/False 43 7% 24 4%
There is a female condom that can help decrease a woman’s chance of getting HIV 0.001
True 550 90% 576 94%
Don't know/False 60 10% 34 6%
Male circumcision DOES NOT protect HIV negative men from acquiring HIV 0.03
False 180 30% 203 33%
Don't know/True 426 70% 403 67%
Use of HIV medication in an infected person can reduce the chances of transmitting HIV to his or
her partner
0.03
True 369 61% 390 64%
Don't know/False 237 39% 216 36%
There is a vaccine that can stop adults from getting HIV 0.10
False 361 60% 384 64%
Don't know/True 242 40% 219 36%
Using Vaseline or baby oil with condoms lowers the chance of getting HIV <.001
False 446 72% 520 84%
Don't know/True 172 28% 98 16%
doi:10.1371/journal.pone.0124548.t003
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The majority (69%) of individuals did not know discordance was possible before receiving
CVCT services. Understanding that serodiscordance between couples is possible and a risk fac-
tor for transmission is key to HIV prevention. Recent findings from a qualitative study of 50
serodiscordant couples seeking HIV services in Durban found that misunderstanding serodis-
cordance was related to HIV risk behavior [1]. Additionally, low knowledge of the possibility
of couple serodiscordance has also been shown to be a barrier to CVCT uptake [3]. Given the
extremely high prevalence of couple serodiscordance in the region (estimated at 28.0% is this
survey, 29.5% in our larger pilot study (reference companion paper) and 27.4% in the Partners
in Prevention HSV-2/HIV-1 Transmission study [21]), country-level health messaging would
benefit from targeting baseline gaps in knowledge about serodiscordance to increase testing
and decrease transmission. Interestingly, our serostatus-specific analyses showed that inaccu-
rate knowledge about serodiscordance persists at a very low level (3%) among discordant cou-
ples even after receiving their discordant test results, indicating either active disbelief or a
persistent lack of understanding of the concept of serodiscordance.
At baseline, very few (5%) participants thought there were disadvantages to participating in
CVCT, and this did not change post-CVCT. Stated disadvantages largely concerned relation-
ship dissolution (54% pre-CVCT, which fell to 30% post-CVCT). Recently published results
from formative in-depth interviews with 10 couples indicated that suspicion of infidelity was a
main barrier for young South African couples to engage in couples-based HIV prevention ser-
vices and discussions [28]. Another recently-published study from South Africa that evaluated
home-based CVCT outcomes indicated that positive status was seen as an indicator of infideli-
ty that could negatively affect relationship trust [29]. Though not specifically found here, suspi-
cions of infidelity and relationship trust are important issues to address during pre-and post-
test counseling and are part of standard counselor training.
We also found that though most misconceptions about transmission and prevention
were uncommon, there was a common and persistent belief that all HIV positive pregnant
women will give birth to a HIV positive child (64% pre-CVCT and 59% post-CVCT). In our
serostatus-specific analysis, accurate knowledge of mother-to-child transmission remained low
among pregnant couples in which the woman was HIV positive. We also found that knowledge
of the protective effect of male circumcision was low and persisted after CVCT. Poor under-
standing of mother-to-child transmission and male circumcision merit more investigation. For
example, it may be that respondents thought mother-to-child transmission WITHOUT ARV
would always result in transmission because the question did not specify ARV status. Similarly,
respondents may have heard that male circumcision reduces risk but understood that if a cir-
cumcised man has unprotected sex he could still get HIV, which is correct. A clearer picture of
these subtleties would help craft accurate and helpful country-level health messaging. Finally,
misconceptions about topics that are not explicitly addressed in the CVCT materials, such as
reduced risk via use of Vaseline or oil with male condoms and the existence of an HIV vaccine,
were reported. These misconceptions may come up during group, pre-, or post-test counseling
sessions, and counselors must be prepared to address these on a case-by-case basis.
Though there has been debate about whether CVCT will be an acceptable and effective in-
tervention in South Africa due to the lower prevalence of marriage/co-habitation and potential-
ly higher rates of multiple concurrent partners reported in that country, recent studies suggest
concurrent partnerships are not driving high HIV incidence in this area [30]. Additionally, our
findings show that, though most participants were not cohabiting (69%), the acceptability of
CVCT was still very high for couples of any cohabitation status, with the majority (96%) of par-
ticipants reporting benefits of CVCT after receiving the service, such as planning for the future
and risk reduction.
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Despite the World Health Organization’s endorsement of CVCT as an HIV prevention
strategy [12], neither the US President’s Emergency Plan for AIDS Relief (PEPFAR) [31] nor
the Global Fund [32] have historically included couples’ testing among their required indica-
tors nor has any significant funding been directed at the inclusion of partners in prevention of
mother-to-child transmission, ART, individual HIV counseling and testing, or male circumci-
sion programs. It is not clear why CVCT receives so little support. Our experience implement-
ing CVCT has shown that initial training costs are modest and implementation saves time as a
couple can be tested and counseled more efficiently than two individuals. Active promotions
are a small fraction of program costs but are essential to dispel the misconception that couples
must share the same HIV status. Coercion is a theoretical concern and counselor training ma-
terials include strategies to avoid this [33]. Fortunately, violence has not been a feature of large
CVCT programs in Rwanda (where CVCT has been nationalized in antenatal clinics) nor in
Zambia (where the training team for this Durban program have hosted more than 150,000 cou-
ples in government clinics).
Our findings should be interpreted after consideration of the potential for information bias
that could occur if questions were not understood or were misinterpreted. This bias may be dif-
ferential by educational level. Additionally, couples who participated in the survey are not re-
flective of the general population, but have self-selected to access CVCT services. There were
no significant differences between those selected for the survey and the larger pilot study popu-
lation in terms of age, cohabitation, previous HIV testing, and couple serostatus (data not
shown), and we believe this survey sample represents that larger population. However, the
sample and pilot study populations could have differed by factors that we did not measure in
the larger pilot study, such as education. Finally, we have not yet measured the longitudinal im-
pact of the knowledge gained or evaluated whether the increased knowledge scores translated
into longer-term increases in risk reduction.
Despite these limitations, the majority of respondents had a positive attitude towards CVCT
and viewed the service as beneficial. Importantly, CVCT was able to provide tailored counsel-
ing based on the combination of both partners’ test results – particularly important for the
many discordant couples that did not previously know discordance was possible – and lessened
misconceptions in most domains. We recommend that both country-level health messaging
and CVCT service messaging target locale-specific gaps in knowledge about serodiscordance
and the benefits of CVCT, and pay special attention to targeted prevention of mother-to-child
transmission and male circumcision messaging.
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